Much ofpostmodern philosophy questions the assumptions ofModernity, that period in the history of the Western world since the Enlightment. These assumptions are that truth is discoverable through human reason; that certain knowledge is possible; and furthermore, that such knowledge will provide a basis for the ineluctable progress ofMankind. The Enlightenment project is underwritten by the conviction that knowledge gained through the scientific method is secure. In so far as biomedicine inherits these assumptions it becomes fair game for postmodern deconstruction. Today, perhaps more than ever, plural values compete, and contradictory approaches to health,for instance, garner support and aquire supremacy through consumer choice and media manipulation rather than evidence-based science. Many doctors feel a tension between meeting the needs of the patientface to face, and working towards the broader health needs of the public at large. But if the very foundations of medical science are questioned, by patients, or by doctors themselves, wherein lies the value of their work? This paper examines the issues that the anti-foundationalist thrust ofpostmodernism raises, in the light of a case of mild hypertension. The strict application of medical protocol, derivedfrom a nomothetic, statistical perspective, seems unlikely to furnish value in the treatment of an individual. The anything goes, consumerist approach, however, fares no better. The author argues that whilst value cannot depend on any rationally predetermined parameters, it can be rescued, and emerges from the process of the meeting with the patient.
On a good day, or at least some part of a good day, I am in no doubt that my interaction with patients has been of value. I Marion Jordan, forty-five, curly-haired and pretty, wife to Tony and mother of Alex and Stuart, busy tourist guide, and daughter of Josephwho died of a heart attack when only forty-sixwaits to have her blood pressure checked. Three times this week her blood pressure has been higher than it should be -although she cannot think what she has done -and if it is high today she must take more of those tablets. Tony will worry and interrogate her about what happened. Her name is called. She has never met this doctor -surely too young to be a doctor -but, amazingly, her blood pressure, so the doctor smilingly announces, is normal. Marion cannot quite understand why this should be, but she smiles back. She is relievedand grateful -even though she has to keep taking the tablets; has to because her father died young; has to because she might have a stroke. She leaves feeling much better.
Such an account is, I know, a fiction. But it is based on an encounter my trainee reported after a recent morning surgery. It is only an anecdote, but I have read that anecdotes, vignettes, stories, or more fashionably, narratives, form a legitimate part of the exchange of medical knowledge and opinion among doctors.' Granted, this anecdote is narrated as if from the patient's point of view. It is an account, none the less, of a particular example of a sort of consultation that does, indeed, happen. One of a kind. Just as Marion is a patient of the hypertensive kind. She is the sort of patient who might die before her time if not medically treated and supervised. Of course, I have no idea when Marion's appointed time will be. But from a statistical point of view, she is the sort of person who, at birth, might have expected to live seventyeight years or so and, having survived to forty-five, to live to seventy-nine -were she not also the sort of person whose father died before his time, and whose blood pressure is raised. I shall return to some of the implications of this point ofview later.
What 
Romantic utopianism
The miraculous advances of the centuries of Enlightenment have a darker side, and have always been subject to criticism. By the end of the nineteenth century the clouds of disillusionment are gathering. Industrial manufacture incubates industrial disease, not just of man and woman but of the living earth itself. Karl Marx discerns the alienation of the labourer from the fruits of his labour, now valued for exchange rather than utility. From under the cloak of the valorised war of class against class, a romantic utopianism peeps. Max Weber recoils from an envisioned sarcophagus of progressive rationalisation bound by increasing bureaucratic power. Magic is driven from the world emptying "the haunted air, the gnomed mine". 3 But rational thought, itself the product of a newly disembodied mind, steadfastly proclaims the path to a truth founded in scientific knowledge, and embodied in technological progress. John Keats, surgeon turned poet, mourns the clipping of an angel's wings and the unweaving of a rainbow. But even such an eloquent protest cannot prevent rationality's ultimate and obscene apotheosis, little more than a century later, in the death camps of the Nazis. "Arbeit macht Frei". Friedrich Nietzsche,4 prophet of dreaded nihilism, observer of the decline of human values, sees Man weakened by Christian self-effacement. Unable to replace the loss of faith in God's founding authority with a comparably substantial faith in human knowledge, he hints that Man might yet find salvation could he but recognise and fulfil the will to power, and so become Ubermensch.
Nemesis
The dreams of the Enlightenment founder in the aftermath of two world wars. The aspiration of progress to a better world for all, underwritten by rational human thought, is irredeemably tarnished by the threat of nuclear destruction and looming ecological catastrophe. Thomas Kuhn delivers a body blow to the pretensions of science itself,5 and Michel Foucault declares that knowledge is power, and truth merely resides in discourse.6 Fact and value collapse into one another. Even the altruistic endeavour of medicine is avowed by Friedson only to subserve the profession's lust for power which monopolises the infrastructure as well as the definitions of health and illness. The postmodern world is one of plurality and diversity, full of voices clamouring allegedly with equal justification, if not equal power, to be heard. The authority ofthe nation state declines in an age of global politics and instant communication.
International corporations slyly exploit the desires of the consumer. With the aid of panoptic autosurveillance, power itself abandons repression in favour of seduction."4 Knowledge becomes information, commodified and sold in bits and bytes, not in order to enlighten but to enhance performativity. Art implodes into endlessly reproducible retro, and it becomes impossible to differentiate the real from the simulated. It is not surprising that some feel we are entering the hyperreal, nihilistic nightmare of the contemporary America evoked by Baudrillard," regarded by many as the the high priest of postmodernity. In contrast, others bask in the jouissance of emancipation from the cruel grip of rationalist discourse. To yet others, these are merely the empty, self-indulgent intellectual contortions of an elite who choose to ignore the persistent plight of women, the poor and downtrodden.
The question is, how do we choose which vision to espouse?
Which brings me back to value, and thence to Marion, a hypertensive patient.
The problem of value How do we decide what is valuable? The problem seems to me to be existential, moral, epistemological, and metaphysical. Existentially, value contributes meaning to life. Morally, value is judged in the light ofwhat is good or better, and charges that we address the tension between the individual and the social good. Epistemologically, value is related to knowledge and truthfulness, which in turn seems to demand a quest for metaphysical foundation. All are threatened by a postmodern perspective.
Like others, I suspect, the older I become the more I require my life and work to be meaningful, but at the same time the more I find myself questioning its meaning. Nomothetic and idiographic perspectives Marion's situation is a useful one to think about. There is nothing so urgent or critical about her case that she demands urgent and uncontroversial medical aid. She has moderate hypertension, established according to criteria set by the working party of the British Hypertension Society. They base their recommendations on a metaanalysis of several scientific studies of hypertension and its treatment which indicate that her risk of stroke might be reduced by as much as half if she is adequately treated. Today, the doctor's recording of her blood pressure lies within normal limits. Doctor and patient seem to get on well; Marion leaves satisfied, and will continue taking her medication regularly. The doctor too is happy. By reducing the risk of stroke Marion not only gains the prospect of a longer life, but the overall burden of future healthcare, a cost to the nation, may be lessened also.
There 
idiosyncratic and individual. The first axis takes Marion to be a case of mild hypertension. She satisfies agreed diagnostic criteria and is expected to behave and respond as if she were an example of a statistically generated ideal type. Medical opinion has taken this view on the evidence of scientifically conducted clinical trials. What makes Marion, and all the other subjects of such trials, an individual person is temporarily bracketed. The assumption is made that the knowledge gained can be applied to the treatment of individual hypertensive patients whoever and wherever they might be.
The nomothetic perspective: measure and manage The nomothetic perspective, by discerning and defining clinical parameters, to be recorded and increasingly computerised, provides information that can be used, amongst other things, for health planning. All that is required is that doctors follow guidelines or operate protocols for diagnosing, treating and monitoring mild hypertension. With the cooperation of patients, the beneficial results seen in the trials will then become manifest nationwide. Everyone is a winner. But the use of such information tends to exert an insidious normative pressure. It promotes an attitude which sorts individuals into kinds, and then prescribes medical management of the kind rather than the individual. Such pressure has the potential to become a stranglehold in which the individual perspective is lost. That risk is compounded the more such information escapes the boundaries of clinical confidentiality and becomes conditional for the underwriting of medical or life insurance.
When nomothetic knowledge is put to work "the cooperation of patients" becomes a pivotal phrase; and one should add, equally importantly, "the cooperation of doctors". Here enters the idiographic. What makes each individual patient more or less likely to be at risk, to comply with and respond to treatment? What makes doctors more or less likely to adhere to guidelines and protocols, perhaps at the cost of clinical freedom? Before I return to the idiographic, it is worth considering some intrinsic problems of a nomothetic approach. First of all, it demands validation. Not only must we be satisfied that knowledge gained from clinical trials is valid in scientific terms, we must also be satisfied that these terms themselves are sufficient guarantors of truth. The scientific method, however rigorously applied, is after all only a method and yields only a certain kind of knowledge. It cannot in itself guarantee certain knowledge immune to scepticism. Furthermore, some would argue that bracketing the personal in order to conduct a trial misses precisely what is important, and little knowledge of real value is gained as a consequence.
Finally, who is in a position to judge the validity or otherwise of scientific knowledge? Certainly not most of our patients. Scientific knowledge is becoming increasingly specialised; the preserve of experts. Most people live their lives bypassing this knowledge altogether. Scientific medicine, imperfectly represented via the go-between of popular media, often appears to the consumer of health to generate as many dangers as benefits. The truth claims of medicine are only of real concern to the patient in the context of a current clinical transaction. It could be said, therefore, that in a practical sense at least, the truthfulness of such knowledge depends on who believes it, and the power with which it is invested. To adopt a Foucauldian attitude, knowledge is power and power is truth. The metanarrative of medicine -the possibility of scientifically guided progress towards better health through medical practice -is not so much incredible as irrelevant.
The idiographic perspective: fear and desire If, in a postmodern world, the voice of the consumer is gaining authority, and credulity towards metanarratives really is on the wane, the nomothetic would also be expected to lose power. Under such circumstances the resistance to normative pressures might be expected to stiffen. The axis of importance intersecting with the idiographic now becomes that along which desire and fear can be manipulated. The doctor becomes less a law-giver, more a salesman. In order to retain a sense of value in her work, she must maintain belief in her product even in the face of mounting incredulity. Her word ceases to be law; she must persuade rather than legislate, and persuasion, if it is to be effective, must harness fear or desire. Marion must be persuaded that the morbidity associated with being diagnosed and treated is worth it in the long term; a task which her doctor may find more pressing if she is charged at the same time with reducing the incidence of stroke in society as a whole.
The idiographic takes an objective but intimate view of the individual, recognising the individual's subjectivity. It is objective, in Thomas Nagel's sense of objectivity,'5 within limits that accommodate the tension between an internal and an external view. It takes account not only of individual risk, physical characteristics and responses, understood from outside as it were, but also of inner feelings and reasons for thinking and behaving in one way rather than another. In terms of persuasion, then, what is crucial is an awareness of the twin spurs to action, fear and desire. Marion might comply with her medication purely out of the fear that should she stop some dreadful consequence would ensue. Her doctor might then be tempted towards intimidation, however subtle, as a method of persuasion. If so, could she really be content? The health of the nation might benefit by one stroke fewer, but the doctor might think that living in fear rests somewhat at odds with living healthily.
What can Marion's doctor do to assuage her fears and yet secure compliance? A common temptation is to believe that the answer lies in educating the patient. Given the "facts" in a way that she can understand, Marion would surely make the rational choice to comply with her treatment. There are at least three difficulties here. To begin with, Marion might rationally decide to accept the risks of not taking treatment, arguably bringing into opposition the values of autonomy and the greater good. Secondly, "facts" become rather elusive things when viewed through sceptical, postmodern lenses. Last, but not least, belief, in itself, does not propel us into action. To modify Hume's dictum action, if not reason, is the "slave of the passions". We need the spur of fear or desire. Having doubts about the exploitation of fear as a healthy option, what of desire?
If the spur to Marion's compliance is not to be fear, perhaps of an untimely death, what is it that she might desire, and how might her doctor influence her? She could, maybe, tell Marion that taking the treatment will increase her chance of more life, if not necessarily better life. That, however, seems unlikely to make Marion desire life more. Perhaps she might simply seek to reassure Marion and, by relieving anxiety, thereby at least liberate desire. Problems arise for the doctor, however, if her confidence in that reassurance is insecurebeyond any doubts of personal competencebecause the status and validity of medical knowledge is itself held in doubt by Marion, or the media, or the doctor herself. There is little value in false reassurance.
Another answer might be sought, at least in part, in the emotional quality of the consultation; within the doctor-patient relationship. Both smiled, both were satisfied with the encounter, and one can imagine Marion leaving with a lightened step and a greater appetite for the day ahead; desire, like energy, the product of their interreaction. But suppose the actions of either or both are motivated or, even worse, determined by unconscious processes, as psychoanalysis might have us believe. The quality of interaction itself becomes suspect if a bright surface conceals a dark interior. An overdependent relationship might induce compliance out of a desire to please, or out of the fear of rejection. In any case, the mutual gratification of their interaction is not, on its own, sufficient guarantee of the overall value of the consultation, for if it were, any medical value would become, at best, fortuitous.
The rise of the consumer Much of human activity occurs as part of common social practice, routinely and habitually, with a sense of self somewhat redundantly attached. Fear and desire make us truly alive. In the face of immediate danger fear rather than desire is the more valuable spur to action. In other situations, possibly Marion's, acting from desire might be preferred. Desire emerges between the self and other; between the social and the individual. As with fear, through desire we are propelled into action, into life. And when desire meets its object, in that moment, life is enhanced. Experience tells us, regrettably, that the moment fades more or less rapidly. This may be just as well for modern capitalism dependent on the seduction of consumers with endlessly re-invented objects of desire. But for the consumer herself, however life-enhancing, there is no guarantee that desire's conjunction with its object is without danger. One only has to think of alcohol, cigarettes and AIDS. Nor is there any necessity that value inheres in an action just because it is an act of desire. It is possible to desire evil as well as good, harm as well as healing, the good of oneself at the cost of the good of others, or vice versa.
Consumerism lionizes personal choice, and raises the expectation that desires can and will be satisfied. The commodification of health, the promotion of a free market of healthcare, coupled with a decline in public faith in the biomedical metanarrative, means that consumers of health will increasingly seek diverse health products. When "shopping" within mainstream medicine the exercise of choice in the kind, quality, timing and content of healthcare provision becomes no less an expectation. Should the expectations of patients, qua consumers, conflict with sound medical advice, allowing there to be such a thing, something has to give. If the maxim "the customer is always right" applies, either the doctor-patient relationship is threatened, or good medical practice compromised. Value is likely to be a casualty in both instances.
Rabbits out of hats
There is much in postmodern philosophy and sociology which, if nothing else, appeals to a common attraction towards anything capable of undermining the established view of things. But in going beyond mere scepticism, it may sometimes represent a more destructive iconoclasm which seeks to undermine any basis for belief. The danger is then a tendency towards amoral relativism. If a sense of value is to be retained in any aspect of our lives then, I believe, this latter tendency is better avoided. And yet what other popularly held philosophy offers a more satisfactory foundation upon which to build a sustainable morality? Naturalism and scientific realism, unless rescued by God's will, in offering explanation risk reducing human behaviour to amoral laws of nature devoid of meaning. Idealist morality, on the other hand, would seem to depend on transcendental entities which ultimately elude non-circular definition. Liberal or communitarian morality likewise depend on apparently straightforward, but in the final analysis metaphysical, concepts such as self and community.
The legacy of the Cartesian proclamation of certain knowledge tends to infuse all such approaches with a belief in the necessity of securing foundations. A yearning which postmodernists might hold in contempt; a yearning which a pragmatist like Richard Rorty would regard as hopelessly misconceived and therefore best abandoned. ' 
Right action
If the facts of the case cannot be depended on to supply value, no more can we safely assume that because the consultation seemed to go well at a personal level that it was ipso facto valuable. Unconscious motives or psychodynamic factors can undermine the most agreeable of exchanges. Nor can we, accepting that reason alone does not move us, make appeal to which spur to action, fear or desire, it is that propels us into activity. Beliefs can be wrong, and actions prompted by fear or desire may equally turn out well or ill.
When all is said and done, in the search for value I am compelled to resort to the personal sense of value I experience in the doing of a consultation. Value emerges within the experience of doing. It does not, as such, depend on the support of theory, or the application of a formula, although both may be utilised. Nor does it primarily, I have to confess, lie in the pious hope of contributing to the Health of the Nation. It lies in the apperception of right action, like a Heideggerian carpenter who, finding his hammer ready-to-hand,'7 uses his practical skill and knowledge to knock the nail in straight and true, securing his timber as intended. I think that when I consult at my best, my knowledge and medical skills are, like the carpenter's hammer, ready to hand; tools to accomplish a task whose particular contour only emerges within, and does not pre-exist to be imposed upon, the interaction with my patient. In that sense patient and I are more like treecutters who, to adopt Gadamer's analogy,'8 both wishing to fell a tree, take up a two-handled saw and wield it with a mutual and harmonious rhythm. If accomplished successfully, such tasks form the basis of practice -in Alasdair MacIntyre's sense of the word,"9 a coherent and complex form of cooperative human activity realising goods which are internal to that activity.
There are, I realise, problems with this conclusion. For instance, what status has the value of a consultation which feels just right at the time, but in the light of later evidence appears to have resulted in unwanted consequences? This argument, however, could apply to any medical intervention viewed in retrospect. What of the consultation that felt wrong, but later appears to have been for the best after all? In reply one need only ask, how long is after all. Is it ever possible finally and definitively to arbitrate on the value of a consultation? The proof of the pudding is in the eating; not in the subsequent indigestion or hypercholesterolaemia, or even the prevention of malnutrition.
I do not, of course, wish to deny rationality or reason a place in this debate, or science either. Much judicious care must be taken in the acquiring of medical knowledge and skills. But knowledge and skill are not in themselves what confer value on a consultation. It is the authentic, sincere application of these in each unique context, in awe and respect of the difference between self and other, that provides the basis for value. There is no rational justification for demanding more of the concept of value than this. Any reasoned argument can be reasonably argued against. And should we deny authenticity its part, we have failed to rescue value and find ourselves confronted with an unavoidable nihilism.
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